A 3lh-year-old girl, who initially presented with insulindependent diabetes mellitus (lDDM) 12 months previously, developed coeliac disease. We report this case to highlight the increased prevalence of coeliac disease in children with IDDM.
Case report
A 2lh-year-old girl presented with a 2-week history of polyuria, polydipsia and lethargy. She had suffered recent vaginal and perianal candidiasis. Her stools were occasionally bulky. Her father was a baker; there was no family history of diabetes. Examination revealed her height was on the 25th centile and her weight less than the 3rd centile. There were no signs of infection. Blood glucose was 26.9 mmol/l. She responded well to subcutaneous insulin; her weight increased to the 25th centile 6 weeks after diagnosis of IDDM. Insulin dosage fell from 7 units to 4 units ofmonotard insulin after 3 months. Rising blood glucose levels 5 months after the diagnosis of IDDM required increases in the dose of monotard insulin (6 units at 6 months) by doctors in consultation with her parents. Glycaemic control remained good.
At the age of 3'h years her mother complained that she was miserable and when unwell her blood glucose became low. She had always been a poor eater and continued to pick at her food. Mealtimes were often difficult for the famiy. During the next few months she lost weight and her insulin requirements fell to zero and remained so for 2 weeks. Her pale bulky stools became more frequent and she developed marked peripheral oedema and abdominal distension. Her serum albumin was 26 gil. A small intestinal biopsy revealed villous atrophy, and she was commenced on a gluten free diet. Her appetite increased, she became lively, gained weight and her stools returned to normal. Her peripheral oedema resolved and her insulin requirements rapidly increased. Nine months later her health was excellent. The diagnosis of intestinal tuberculosis (TE) is often difficult, even in patients in whom the diagnosis is strongly suspected.
A 22-year old woman from a rural area in the South Western Cape was admitted in August 1988 to Groote Schuur
Discussion
The occurrence of IDDM and coeliac disease together in one child was first described by Walker-Smith in 1969 1 • Since then studies have reported the incidence of coeliac disease in diabetic children as high as 3.5%2, although figures vary according to geographic region. Varying prevalence rates may have a genetic origin; both IDDM and coeliac disease are in part genetically determined and associated with HLA markers B8 and DR3.
The age of onset of IDDM seems to be an important predictor of the chances of coeliac disease developing. In a literature pool of children with both conditions 26.7% developed diabetes before the age of 2 years, and another 23.3% before the age of 6 years", Interestingly the age of diagnosis of coeliac disease was strikingly late when compared with the mean age for the diagnosis of coeliac disease in non-diabetic children; in addition there was a predominance of females.
An important discovery has been the method for the detection of antigliadin antibodies in patients with coeliac disease". The sensitivity of IgG antigliadin antibodies is close to 100% in children with florid coeliac disease and, if combined with IgA antibodies, show a specificity of 97%. It is important to note that transient false positive results may occur during the months after the diabetes manifests itself, and to ensure a high specificity, estimation of antibodies should be delayed for one year after the diagnosis of IDDM.
We were happy to make the diagnosis of coeliac disease on the basis of a single biopsy in view of recent recornmendations". We urge consideration of the diagnosis of coeliac disease in a young diabetic child with symptoms of malabsorption or an unexpected significant decrease in insulin requirements and prompt treatment with a gluten free diet to restore well being.
